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Objectives

1. The Learner will be able to describe just Culture 
and its’ components

2. The Learner will be able to implement Just
Culture principles in the health care delivery 
setting



PATIENT SAFETY
Decrease in 

VAP, HAI, HAC, 

Wrong Site Outcomes, 

Absenteeism, Staff burnout

Core Measures

Critical Event Response, 
RCA’s, FMEA, EBP, IOM Six 
Aims, Standard Work,  EMR    

Leadership Walk Rounds

Just Culture           
Teamwork & 

Communication

RELIABLE DESIGN

Foundation

Deliverables

Outcomes

Presenter
Presentation Notes
According to TJC, no other element plays as critical a role in defining culture than how organizations view and respond to errors.
Deliverables help in mitigating effects of human factors and systems failures.



Presenter
Presentation Notes
Take away #>>> 95% versus 5%
Remind me to discuss at the end of the case study

95% of the errors that cause harm involve hard working, conscientious, competent physicians, nurses, respiratory therapists, pharmacists, and other staff who through a series of systems failures make mistakes that lead to unintended and sometimes catastrophic results.




Review Elements of A Just Culture

1. Just Culture supports and envelops learning 

2. A Just Culture is one that learns and improves by 
openly identifying and examining its own weaknesses

3. Just Culture focuses on proactive management of 
system design and management of behavioral choices

4. Individual and Systems Accountability

Presenter
Presentation Notes
Relentless reinforcement of the message of a non punitive culture is essential.  A Just Culture is about fair, enlightened, and reasonable assessment of behavior and produces a work environment that supports high reliability.  
Adjectives regarding Just Culture:  Constructive feedback, fair-minded treatment, productive conversations, revealing and learning



P R A C T I C E  S C E N A R I O

Just Culture

Presenter
Presentation Notes
Exercise in approaching errors in identifying systems flaws in the midst of emotions.



of the errors that cause harm 
involve conscientious, competent 

physicians, nurses, respiratory 
therapists, pharmacists, and other 

staff who through a series of 
systems failures make mistakes that 
lead to unintended and sometimes 

catastrophic results
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95% of the errors that cause harm involve conscientious, competent physicians, nurses, respiratory therapists, pharmacists, and other staff who through a series of systems failures make mistakes that lead to unintended and sometimes catastrophic results.




Prescribed?

Were the actions as 
intended?

Were the 
consequences as 

intended?

Substance
Use?

Knowingly violated
safe operating
procedures?

Pass substitution 
test?

Recent history of 
unsafe acts or 

unintentional rule 
breaking?

Were procedures 
available, workable, 

intelligible and correct?

Deficiencies in training 
and selection, or 
inexperienced?

Intentional rule 
breaking. 

Investigate; 
Initiate disciplinary 
action if indicated.

Substance Abuse 
without mitigation. 
Follow HR Policy

Substance Abuse 
with mitigation.

Engage Employee
Health

Possible reckless 
violation. Initiate 

disciplinary process 
if indicated.

System induced 
violation. Employee 
assists in process 

improvement.

Possible Negligent Behavior. 
Investigation possible 

counseling, suspension, 
termination. 

System Induced 
Error. Employee 
assists in process 

improvement.

Blameless Error. 
Employee 
assists in 
process 

improvement.

Human error.  Develop 
remedial and/or 

corrective action plan. 
Document verbal 

counseling and assign 
a preceptor/mentor to 

work with the 
employee.

yes

yes

yes yes yes

yes yes yesno no no

nono

no no no yes

no

From: James 
Reason

“Managing the 
risks of 

organizational 
accidents”

Modified by Allan 
Frankel and 

Lynda Hooper 
2007

Presenter
Presentation Notes
Example presented by Dr. Allan Frankel (IHI, 2010) in systematically approaching accountability
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